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MAINTENANCE ORGANIZATION COVERAGE

I’-

The purpose of this letter is to provide Department of Health Services’ policy
regarding the enrollment in Medi-Cal managed care plans (MCP) of Medi-Cal beneficiaries
who are also covered by the Medicare program (dual eligibles) or have private commercial
health plan coverage.

BACKGROUND

Medi-Cal beneficiaries who are covered by the Medicare program have the option to
receive Medicare coverage on a fee-for-service (FFS) basis or through membership in a health
maintenance organization (HMO) contracting with the federal government. Dual eligibles
enrolled in a Medicare HMO have an Other Health Coverage (OHC) code of “F” on the
Medi-Cal eligibility file. Most California Medicare HMOs  offer benefits to their Medicare
members that are broader than the Medicare FFS benefit package.

In general, the Medi-Cal program will cover and pay for Medi-Cal covered health care
services provided to dual eligibles under three circumstances:

1 . The service provided to the beneficiary is covered by the Medi-Cal program,
but is not covered by the Medicare FFS program or the Medicare HMO in
which the beneficiary is enrolled.
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2 . The Medi-Cal beneficiary has exhausted his or her annual or lifetime Medicare
FFS or Medicare I!IMO  benefit coverage for the services billed.

3 . The beneficiary receives Medicare on a FFS basis and has incurred a Medicare
co-insurance or deductible obligation and the amount Medicare has paid the
provider is less than the amount the Medi-Cal program would have paid the
provider had the service been billed to the Medi-Cal program. Medi-Cal will
pay the difference up to the Medi-Cal allowed rate for the Medi-Cal covered
service, which may include the co-insurance or deductible.

The Medi-Cal program is by law the payor of last resort; therefore, before billing the
Medi-Cal program, Medi-Cal health care providers are required to bill the Medicare program
(or any other commercial HMO in which a Medi-Cal beneficiary may be enrolled) and, in
circumstances 1 and 2 above, obtain a denial notice or confirmation that Medicare (or
commercial HMO) benefits have been exhausted or are not covered. Medi-Cal MCP
cap&ion rates assume that Medi-Cal MCP contractors will similarly direct their providers to

f---- obtain, or the plan will otherwise arrange for, reimbursement from the Medicare FFS program
or the responsible Medicare (or commercial) HMO before assuming the obligation to cover
and pay for a service provided to a dual eligible.

POLICY

It is the policy of the Department that, except for Medi-Cal county organized health
systems (COHS), the Program of All-Inclusive Care for the Elderly (PACE) projects, or a
Medi-Cal contracting social HMO:

1 . Dually eligible Medi-Cal beneficiaries who receive their Medicare services
through membership in a Medicare HMO may not be members of a Medi-Cal
MCP unless the plan has met the conditions described in the next section of
this letter. As noted above, these dual eligibles will be identified with an OHC
code of “F.”

2 . Medi-Cal beneficiaries with any of the following OHC codes designating
membership in a privately paid commercial HMO may not be members of a
Medi-Cal MCP:

. “C”  (CHAMPUS  Prime HMO)

. “K” (Kaiser HMO)
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. “P” ( other HMO/PHP coverage, or other coverage when the
enrollee is limited to a prescribed panel of providers for
comprehensive services, excluding CHAMPUS, Kaiser, or
Medicare)

3 . Dually eligible Medi-Cal beneficiaries who receive their Medicare services on a
FFS basis or who have non-HMO commercial health insurance coverage may
voluntarily enroll in any Medi-Cal MCP, if they otherwise are eligible to be a
Medi-Cal plan member.

4 . Medi-Cal beneficiaries who receive Supplemental Security Income (SSI) and
who experience OHC problems may call the Department’s Third Party Liability
Branch toll-free at l-800-952-5294 for assistance. Medi-Cal beneficiaries who
do not receive SSI and who experience OHC problems may call their County
Welfare Office for assistance.

- Conditions for Enrollment of Dual Eligibles With Medicare HMO Coverage

A Medi-Cal MCP, other than a COHS, PACE, or a social HMO, may enroll dual
eligibles with Medicare HMO coverage only if the following conditions are met:

1 . The Medi-Cal MCP contractor enrolling the beneficiary must also be the
Medicare HMO in which the beneficiary is enrolled. A health plan
subcontracting with a- Medi-Cal MCP contractor to provide services under the
Medi-Cal MCP’s  contract with the Department does not meet this condition.

2 . The Medi-Cal MCP must submit a written proposal to the Department that
includes a comparison between the Medicare HMO coverage that will be
provided to its dually eligible members and the Medi-Cal benefits package, and
it must reach agreement with the Department on any required adjustments to
the plan’s Medi-Cal capitation rates.

The Department will adjust the plan’s Medi-Cal capitation rates when the plan
provides its Medicare HMO members expanded benefits coverage that is
beyond basic Medicare FFS benefits coverage and that duplicates coverage for
which the plan would be reimbursed by the Medi-Cal program. For example,
the Medi-Cal capitation rates assume that little or no pharmacy coverage will
be provided ,under  the Medicare program to dual eligibles. An adjustment to
the Medi-Cal capitation rates could be required before a plan was allowed to
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enroll Medi-Cal plan members into the plan’s Medicare HMO, if the plan
offered a pharmacy benefit to its Medicare HMO members.

3. The Medi-Cal contract with the plan must be amended formally to include
authorization for the plan to enroll its Medi-Cal members into its Medicare
HMO and incorporate into the contract any rate adjustments or other
agreements developed under the process described in 2 above.

Systems Edits

The Department’s enrollment contractor has established an edit in their system that
precludes beneficiaries with an OHC code of F, K, C, or P from being enrolled in a Medi-Cal
MCP through the Health Care Options Program.

An edit has been installed in the Medi-Cal Eligibility Data System (MEDS) which will
disenroll beneficiaries whose MEDS records are updated after enrollment to add one of the

T-. excluded OHC codes.

It is the intent of the Department to initialize the MEDS OHC edit in the near future.
Advance notice of the effective date of this action will be sent to affected beneficiaries and to
plans. When the MEDS edit is activated, each plan member with an excluded OHC code will
be placed on a two-month “hold” status for purposes of plan membership. The MEDS system
will only show the member as eligible for FFS coverage.

If the OHC for a member in “hold” status is incorrect and the member arranges with
County Welfare to have their eligibility record cleared of the incorrect code prior to the
MEDS renewal date in the second month of hold, plan membership will automatically be
reestablished. If the OHC code is correct or the member’s MEDS record is not corrected
prior to the renewal date in the second “hold” month, the member will be disenrolled.

Submission of Letter of Intent and Proposal

Medi-Cal MCPs  which are also Medicare HMOs  and wish to enroll and/or retain their
Medi-Cal plan members under both plans must submit a letter of intent to submit a proposal
to retain these members to their contract manager within 30 days of the date of this policy
letter.



MMCD Policy Letter 98-05
Page 5
February 23, 1998

The plan must submit the formal written proposal described above within 60 days of
the date of this letter and enter into negotiations with the Department to enroll and/or retain
these members. Otherwise, the Department will implement the MEDS edit to disenroll
Medi-Cal MCP members who are also enrolled in the plan’s Medicare HMO and to prohibit
their enrollment.

If you need more information or have additional questions, please contact your
contract manager.

Medi-Cal Managed Care Division



1600  - 9THSTREET
S,UXU4ENTO.  CA 4’;8  I J

?6) 654-1615

January 16, 1998 ,

To: County Mental He,alth  Directors:

Enclosed is a copy of the Department of Hea!th Services’ draft policy letter to its health plans
regarding interface with mental health plans under Phase II conso!idation.  Please review the draft
carefully and provide me with your written comments by February 3, 199s.  Comments are also
being requested from the health plans.

/- Although the policy letter will directly affect only those counties in which health plans are
operating, comments from any county will be appreciated. Comments should  be sent to my aGention
at: Department of Mental Health, 1600 9th Street, Room 120, Sacramento, CA 95 8 14. If you have
questions or need additional information. please call me at (9 16) 6X-16 15.

Sincerely,

TERI BARTHELS,  Chief
Managed Care Implementation

Enclosure
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iI4EDI-CAL  MANAGED CARE PLAYi%  RESPONSlEILiTIES  UNDER
MEDICAL SPECIALTY  MENTAL IZEALTH  SERVICES
CONSOLlDATEON

I

The goai of this letter is to explain Me&Cal  managed care plans (“MCP)  connactual

responsibilities foilowing  local Mental Heakh Ran  (?vIHP)  implementation under Medi-Cal

Speciahy  Mental Kealth Services Consoiidation.

The Heal*&  Care Financing Administration (HCFA) has approved California’s request

for waiver authhoriry  to renew and amend the Medi-Cai  Fsyctitic Inpatient Kospira!  Services

Consolidation program which has been effective since January 1995. ECFA  has approved a

modification to this waiver to include outpatient specialty mental health  and certain skilled

nursing facility services. This  waiver program is now known as the Medi-Cal Speck&y

Menti Heakh Services Consolidation program. Uncier the Conso!ida:ion  program, coverage
/c”



/-- Ii4MCD  Policy Letter No. 97-
Page 2

for most biedi-Cai  covered speck&y mental health services tiI!l be provided oniy  through

MHPs  in California’s  58 counties. In most cases, the MHP  wkl be the county rner,+al hea!th

deprtmene.

r -

Each IHHP  w-31  directly provide, or authotize  2nd pay for, Medi-Cal inp2tient  and

outpatient specialty men+&4  health services for Xedl-Ca-I  residents of tic county  seTLred  by -he

IvEP  as described inthis letter. Most Medi-Cal MC?  contracts have been, or  wili be,

amended to remove responsibility  for the  FFSJtiedi-Cal  speclat.-  ‘+v mentd  he&h  services

delivered by IvEJPs.  For MCPs  who=  con& a c +d s:iE include specialty mental he&h  services

coverage, amendments  to exclti this coverage va“1 be  issued Y&<eL  al ef:eccve  ,&y;e

concurrent with the date the counl;y  MXP  begins operation.
?

MHP  Implement2tion

MIHP  implementation beg2n November I9 1997,  md  is expected to continue  *kough

Juiy  1, 1998. Alameda, Kern, Placer, Riverside, and San 3oaq”in  Counties implemented their

ME-R efTective November I, 1997. MHP  impienentation  in Lassen, Marin,  Mtiposa

Mendocino, Monterey, Orange, Shasta, Siskiyou, Stanklaus,  2nd Yolo Counties w-iii take

effect January 1, 1998. Most remaining counties will implement their MHPs by April  1,

1998. M)iP  implementation in San Diego County has been postponed to July 1, 1398.

Sneciakv  Mental tIe2lth  Services

Speck&y mental health  services are service; delivered by appropriateiy  licensed

specialty mental health  providers. Appropriately licensed specialty mental health  providers



lt4MCD Policy Letter No. 97-
Page 3

are psychiatrists; psychologists; and licensed cli.nica!  so&i workers (LCSV;  m&age,

family, and child counselors  @@CC);  and mzrer’s  !evel  registered nurses who are E,arly  anti

Periodic Screening, Diagnosis, and Treatment (EPSDT) supp!emenai  service providers.

lbfEP Covered Stices

Under the Consolidation program, MHPs  w-iii be responsib!e  for  most MediCal

covered specialty mental health  seeces  previously tided through FFSndedi-Cai.  Taese

services comprise the fo‘cT!owing:

61  Rehabilitative  Services including mental he&h  services, medickoz suppori services,

day treatment intensive, day rehabilitation, crisis irntervention,  crisis stabilization,  a&it

residentid  &a.tment  services, crisis intervention services, and psyc&Gric  he&h  facility

services;.

111 Psychiatric Inpatient Hospita! Services;

~BI Targeted Case Management;

I Psychiatrist Services;

P  Psychologist Services;

B EPSDT Supplememal  Specialty Mental fieaitt Services; and

8r Psychiatric Nursing Facility Services.
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The HCFA Common Procedural Coding System (HCPCS) Codes for services covered by

ii&Ps are listed on ‘FEuble  I.

MHPs  will provide these services oniy when:

3. The beneficiay has a particular diagnosis (“inciuded  diagnosis”), outlined in the

Giagnostic  and Statistical MamaI  of bfental  Disorders, Fourth Edition (DSM  IV);

and

2. The qustlifying  menti health rendition  also  meets 34HP  medical necessity critetia.

Adult&  with included diagnoses muzt Xavz  a significant impairment in an Lmporttant

Z-Tea  of life functioning, or the probability of significant deterioration in an

important area of Iife functioning. Fur?;her,  intervention must be’expected  to either

significantly dimkish impairment in, or prevent significant detetioration  of, an

important area of life f%nctiorkIg. Children with  included diagnoses will c&Xy  if

there is a probabiliry  that the child would not progress developmental!y

as individually appropriate. Children covered under the EPSDT Program till

qualify if they have an included diagnosis which may be corrected or

ameliorated by intervention.

Table 2 lists the Interrzational  Classification of Diseases, INinth  Revision, Clinical Modi!cation

(ICI%9-C&4)  diagnosis codes for the MHP  covered men&! he&t  conditions. Table 3

sumxnarizes  the criteria which will be used by the MIE-IP  to determine the beneficiary’s

medical necessity for specialty mental health treaGment.
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Specialty mental health services for “included diagnoses” will only be avtilzbie

through MHPs.  Coverage under the FFS/?vkdi-Cal  program for these services wiii be

discontinued. The MHP will  not provide speck&y mental health  treatment when a~ included

diagnosis would be responsive to primary physical health care or other interventions as

determined by the appiiication of the criteria on Table 3.

A specified set of diagnoses, “exc!uded  diagnoses”, pertaining primarily  to

deveiopmental  disabihty,  dementia, and subs*ance  abuse wiII be excluded from 1V2-2  coverage

for adults and ctiildren.  Medi-Cal covered outpatient specialty mental health services for

treatment  of “excluded diagnoses” till typically continue to be provided through the Me&Cal

FFS program unless MC% elect to cover these diagnoses.

Me&-Cal  FFS and managed care beneficiaries wit.h  “inciuded  dia~osks”  who do not

meet MXP treatment criteriia,  and beneficiaries wit”. “er;c’?uded  diagnoses”, till be referred for

treatment to the Medi-Cal FFS program, to their  M&i-Cal  -MCP,  or to other treatment  or
. referral resources within the cornununity,  as appropljate.  (See Table 4.)

The Deptiqent  of Health  Services (DHS) issued a Medi-Cal Bulietin in September

1997, to alert providers to the implementation of the Co.nsolidation program. This Bulletin

references the applicable service and diagnosis codes discussed above, and it includes a

sample of the Medi-Cal benefk%ry  notice explaining delivery of mental health services

following MHi?  implementation. This Bulletin is enclosed for your reference (See Exhibit).
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Following local iW3P  implementation, most MCPs  will have Medi-Cal specialty

mental health  services coverage exciuded under their contracts. However, certain ti:CPs will

retain  responsibility for bo*th  physical heahh  care and specialty memA  health services. T’ne

Program of All-IncIusive  Care for the Elderly (PACE) and pre-PACE health  plans, me Senior

Care Action Network (SCAN), and the Partnership HeahhPlan  of C&forma  (formerly the

Sohno  Partnership Health Plan) till continue to be responsible con&actuaIiy  for the Medi-Cal

inpatient psychiatric hospi+A  services and special’ty  mentai health  services w&h  would

otherwise be delivered by the MXP.  ‘In addition, the CGriiXX%d responsibihties  of the Family

Mosaic Project will remain unchanged after iota! M2P  imp!ementation.  Other MCPs  may

re*tain  responsibility for Medi-Cai specialty menta.!  heal-t  services as an outgrowth  cf local

negotiations between the MCP  and MH,D th2t  rem3  in an agreement for the MCP to retain

coverage for mental health services under its contract tith the State or for +;he MCP to

contract directly with the MHP  to provide these services.

IL

Folio-ting  local MHP  implementation, al! contracting MCPs  (COHS, PH?, PCC34,

GMC, and Two-Plan Model) wi’ll continue to be responsible for providing MCP emollees  who

require specialty mental health services with contractually covered, medically necessary

physical health  care services. MCP capitation rates reflect continued MCP  responsibility for

ali  Medi-Cal covered physical health care services, unless specific components have been

excluded by contract. MCPs  remain responsible to arrange or provide reimbrrrsement  for the

following services.
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Emergency Room Services

MCPs  are responsible for the emergency room physician (except for specia!ty mental

he&h  providers s desctibed  below) and faciiity  charges for emergency room visirs  which do

not result  in a ps-yc?Gatric  kiparient  adkssion. The MCP  is nor responsible for faciiity

charges which  are followed by a psychiatric inpatient admission.

MCPs  are responsible for emagency  roo&m  professional services described in Tiefe  22,

Cidifonia Code of Regulations (OX), Section 53216 and, for Two-Plan Model pkzs,  Section

53855. MCPs  are  not responsible 5.X i&5 professional compor,en~ of exe-rgency room services

provided by psychiatrists, psychologists, LCSWs,  lVTCCs,  or other specialty  men&  health

providers.
I

f

h4HPs  are responsible for ali psychiatric consultation charges, whether or not tke

consultation results in an psychiatric inpatient admGs;ion.  MXPs  also are responsib!e  EOi

emergency room facility  charges w*hich are foflowed  by a psyc1hiatric  inpatient admission.

When an emergency room psychiatric consultition  results in a separate facility charge, the

separate facility charge also is the responsibility of the MIHP,  whether or not the psyc’hiatic

con.sultiition  results in a psyctiatk  inpatient admission.

Physician Services

MCPs  are contractily responsible for mental health  services within the Primary Care

Physician’s (PCP) scope of practice, for both enrb!ied beneficiaries w-irh  exciuded  diagnoses

and for beneficiaries with included diagnoses whose conditions do not meet kZW  impairment

and intervention criteria. MCPs  must provide medical case management fcr emclied

beneficiaries and to coordinate services with the MHP  referral provider and specialists treating
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excluded diagnoses. MC? PCPs  till refer to the MHP  only  when they are reasonably certain

or unable to determine that an enrolled beneficiary’s condition iS an included diagnosis and

would not be responsive to primary care.

Pharmaceutical Services and Prescription Drurjs

MCPs  are contr+ually responsible for the  provision to enrollees of medicaiiy

necessary pharmaceutical services and prescribed drugs described in Title 22, CCR

Division 3, Subdivision 1,  Chapter 3, Section 5 13 i 3. in&ding psychctherapeutic  drugs,

unless they are provided as inpaknt psychiatric hospita&based  anc&.ry  services or adess

these drugs  have been specificaBly excluded under the  MC? contract. MCPs are responsible

for providing enrollees tith medications prescribed by out-of-&n  psychiatists  for the

trea*meats of men+al  ilhress.  MCPs  may apply estzb!ished utiiizatioa  review procedures when

authorizing prescriptions written for enrollees by out-of-plan psychiatrists; however,

application of utilization review procedures should  no; inhibit e,nrol!ee  access to mer%l health

prescriptions. MCPs  are not responsibie for covehing prescriptions written by out-of-pIan

physicians who are not psychiatrists, unless these prescriptions are written by non-psychiatrists

contracted by the MHP  to provide mental health services in areas (i.e. rural areas) where

access to psychiatrists is limited.

Under the Two-Pian  Model, reimbursement to pharmacies for the psychotherapeutic

drugs listed in Tab!e  5 (Excluded Psychotherapeutic Drugs) and for psychothera;~eutic  drugs

classified as anti-psychotics and approved by the FDA after July 1, 1997, will be made by

DHS through the FFSIMedi-Cal program, whether these drugs are provided by a ~~--nacy

contracting wi*Lh the health plan or by an out-of-plan pharmacy provider. To qualify  for

reimbursement. a pharmacy must be enrolled as a bledi-Cal provider in the FWMedi-Ca!
/--

program.
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Laboratorv.  Radiological, and Radioisotope Services
/

MCPs  are contractually responsible  for providing medicaliy  neceskry  laboratory,

radiofogicd,  and radioisotope senkes described iL1‘r Title 22, CC$  Division 3, SuSdivision  1,

Chapter 3, Secrion 513 I I. MCPs  must provide rhese services to enrolled beneficiaries who

require the specialty mental health services of h4HP  or FFS providers, when they are

necessary for the diagnosis and treatment of the erzollee’s  mental health condition. MCPs

must coordinate these services with  the enrollee’s specialty mental health provider.

Home Health  Agency Services

.-- MCPs  are responsibie for the home health  agency services described in Tit:e  22, CCX,

Division 3, Subdivision 1, Chapter 3, Section 51337 when medically necessary to meet the

needs of homebound MCP enrollees. A homebound MCP emollee  is a patient “who is

essentially confined to his home due to illness or ;&jury,  and if arnbul~tory or otherwise

mobile, is unable to be absent from his home except on ~II  in5equen;  basis cr for periods of

relatively short duration, e.g., fo r a short walk prescribed as therapeutic exercise.” (Title 22,

CCR,  Section 5 i 136). MCPs  are not obligated to provide home health agency services that

would not otherwise be authorized by the Medi-Cal program. For example, MCPs  would  not

be obligated to provide home health agency services for the purpose of medication monitoring

when those services are not medically necessary or for a patient who is zot homebo?und.

Medical Transportation Services

MCPs  are contractually responsible for the emergency ard  noz-emergency  ambu!ance,

litter van, and wheelchair vaz medica! transpoarioi:  services described in Title 22, CCR,

Division 3 , “clbdivision  1, Chapter 3, Section 51323 which are necessary to provide enrollees
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with access to all Medi-Cal covered services, including men+al  health sewices.  MCPs  are

responsible for emergency medical transportation services to the nearest facility capable of

meeting the needs of +&e patient. MCPs  also are responsible for the non-emergency medical

tra.nspoTIztion  setices  necessary to provide enrollees with access to Medi-Cal covered

services, subject to a’ written prescription by a Medi-Cal mental health provider. However,

MCPs  are not responsible for medical transportation services when the transpol+ation  is

required to transfer an e&ol!ee from one psycihiatric  inpatient hospital to ar;o’&er  psyc!Gatic

inpatient hospital, or to another type of Z&hour care faciiity,  when such transfers are not

medically indicated (i.e., undertaken ~xi.61  the purpose of reducing the MHP’s cost of

providing service).

Mospital  Outpatient Department Service:

MHIPs  are responsible for services rendered by speciaky mental health providers in

hospital outpatient departments and the room charges associated with  these services. MHPs

may establish prior authorization requirements for these services. MCPs  continue to be

responsible for al! other professional services and associated room charges consistent wkh

medical necessity, and the MCP’s  contracts with its subcontractors and DHS.

Physical Health Care Services for Psvchiatric  Inpatient Hos&al  Patients

MCPs  are contractily  responsible for providing all medically  necessary non-specialty

professional services to meet the physical health care needs of health plan erxollees  who are

admitted to the psychiatric ward of a general acute care hospital or to a freestxnding  Iicensed

psychiatric inpatient hospital. These semices  include the initial health history and physical

A assessment required on admission to a psychiatric inpatient hospital and any medically

necessary physical medicine consultations and treatments. MEPs are responsible for ai1
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hospital-based ancillary services, including all prescriptions included in the daily rate for these

facilities. /

Phvsical Health Care Services for Psvchiatric  Nursing Facilitv  Patients

Room, board, and medical, and specialty professional services covered under the daily

rate for psychiatric mursing facilities which are also institutions for mental disease (IXD)  are

included under the Medi-Cal Specialty  iMental  Heal*& Services Consolidkon  program. The

timing of MHP assumption of this responsibility is being negotiated wilti  county mental healtt

directors.

/- An IMD  is a hospital, nursing facility, or other institution of more than 16 beds that

is primarily engaged in providing diagnosis, treatment, or care of persons with menf&.l

illnesses including medical attention, nursing c-are,  and related services. MCPs  are

contractually responsible for psychiatric nursing 53cility services subject to contractual lin&
. on coverage for long-term care until these services become the responsibility of the  MET.

When MXPs assume responsibiiity  for psychiatric nursing facility services, MCPs  will

continue to be contractually rzspokble for providing MCP enrollees with all medically

necessary non-specialty professional and medical services not inched under the IMD daily

rate. With the exception of COHSs,  MCPs  (2-Plan, GMC, KC%&  PI-I?) will continue to

submit a d&enrollment  request for enrollees whose projected Ieng%h of s&y in an IMD would

exceed the month of admission plus one month, consistent wi+th  existing contracuzl

requirements regarding nursing facility services.
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In. Specialty MentaS  BeaEth  Services Provided by Federally Qualified Health Celrmtex-s,

RwaII Hdth  C&&s,  and Imdian He&En  Centers ’

Specialty men+A  health services provided by Federaliy  Qualified Health Centers

(FQMC),  Rural He&h  Chtics  (RHC),  and Indian Iiea!th  Centers (IHC)  are not included in

the waiver for the Specialty Mental Kealth Services Consolidation program. Specialty mental

health  services provided by FQKCs,  RIICs, and IHCs  to beneficiaries emo!led  in an MC?

which is not contractually responsibsle  for speciaky mental health services or in the

FFS/Medi-Cal progratt  will be reimbursed through the FFS/Medi-Cal program.

MHIs  are contractually responsible for provide .‘ng spewilty  mental health seTvices  to

EPSDT beneficiaries with included diagnoses, whose menta! heakh condition may be

corrected or ameliorated and would not be responsive physical health care treatment. EPSDT

beneficiaries with an included diagnosis and a subs+~ce-related  disorder may receive specialty

mental  he&h  services directed at the substance-use component. MCPs  should refer EPSDT

eIigible  enrollees whom they are reasonably certain would meet MI-IP  diagnostic criteria to the

MHP for assessment and treatment. PCCMs  will no longer be responsible for submirting

tiealrnent  authorization requests for EPSDT supplemental specialty  mental heaklh  services to

DHS for approval.

v. Memoram%.m  of Gnderstandioig

Welfare and Institutions ( W & I) Code Section 14651 requires DHS to ensure that

Medi-Cal managed care contracts include a process for screening, referral, and coordination

with any mental heal+& plan. Consistent with this requirement, KPs  must enter into a
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memorandum of understanding (MOU) with any MHP providing specialty men&  heal+&

services to health plan  enrollees. DMH  currently is drafiing  ghidelines  to govern WXJ

deveiopment. MCPs  may wait  untii final guidelines are issued before deveioping their R’I’QU

or they may wish to bqjn work on their MOU before final guidelines are available. At a

minimum, the MOU  shotdd address the following points.

Refemd  P r o t o c o l s

The MOU  must specify the criteria to guide referrals from the lMCP  to the MJ3P,  and

vice versa. The MQU must sp-e&fy  how and when the MCP w-2  provide a referral to the

IVEP  when the MCP suspects that the enrollee has a men’tal  health  condition that would  not

be responsive to primary care. The MOU  also must specify how and when the Ml?2 will

provide a referrai to the MCP when the MHP  determines that the MCP enrollee  does not

qualify for specialty menta1  health services. The !,iOU must specia tie operatiord

procedures for carrying out these referrals (e.g., specify the MC? and MXP  contact persons

responsible for processing referrals, the forms to be used when making refer&s,  and the time

frames for taking action on a referral).

Exchange of MedicaI Records Information

The MOU  must specify procedures for exchanging medical records information

between MCPs  and MXPs as necessary for the appropriate manag~mcnt  of an enro!lee’s care.

These procedures must ensure that the confidentiality of medical records is maintained in

accordance with applicable federal and state laws and regulations as referenced below.

Medicallv  Necessarrv  Phvsical Heahh  Care Services

23.l.e  MOU  must specify  procedures for providing beneficities who require specialty

mental health services with all medically necessary physical heahh  care services for which the
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MCP pIan  is contractualIy,  responsible. At a minimum, these procedures shaI1  address the

following: physician services; emergency room services; pharkxeutical services and

prescription dmgs;  Iaboztory,  radiological, and radioisotope services; home heaWn  agency

services; medical transpo~tition  services; hospi-cai  outpatient department services; and physical

health care servkes  for psyc?&ric  inpatient hospi”kI  patients.

Disrwte  Resolution Process

/

The MOYJ  must snecify  procedures for resolving disputes between tie MCP  and MHP.I
At a minimum, the MOLJ  must specify  how medical!lj,  necessary sq3eciaIty  men*@2  health

services m2  physicaI he&h services wiII be &here2  md ieL~b~s&  when z deIay in the

provision of sxvices  could result in l-farm to the beneficiary.

vi. We21th  Bias2 RespsnsibiEi~~ for Mental EIeaPth  Refen-als

‘

A4CP  PCPs  who determine that an MCP enrollee is a potential candidate for special3

mental he&h  services for an incIuded diagnosis should refer ‘the enrollee to the Mm  for an

assessment. MCP PCPs  should refer MCP enrollees to the MHP  only when, in. their

judgement, the enrollee wil!  meet the diagnosis, treatment, and inttention criteria  outiined  in

Tables 3 and 4, or when they are unable to determine that the enrol!ee will meet these

criteria. When making referrals to the ME’,  MCP providers should use &the  referrz!

protocols and procedures deveIoped  as part of the MCP’s  h4QU  with the M%P.

-

MCPs  are responsibie for providing MC? enrol!ees whom they suspect wouid  be

ineligible for mentaI health treatment through fhe  MHP wi+h  refer:& to comrr-xnity  agencies

ti4h an interest in mental health. MCPs  may direct enrollees under the age of 21  to the local

Child Heakh and Disabiiity  Prevention (CHDP)  program for referrals to mentai  heahh

providers and agencies. MC?s dso  may direct enrollees to ether  kx21 agencies including:

the Regional Center for referrais  and services to the deveIopmenta.Ly  disabled; the kea
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Agency on Aging for reierrals  to services for individuals aged 60 and over; the medical

society; the psychological association; the men~t3.l  heahh  association; family  service agencies;

church sponsored social service agencies; substance abuse prevention and treatment agencies;

community empioyment  and trakning agencies; and county departments of alcohol and drug

programs, mental be&h,  azd  health and human services. The 1ocaI  infoxxxtion  and referral

telephone number also may be referenced as a resource.

MCPs  must m&e avaiiabie  to health pian errollees  a current list of the names,

addresses, and teIephone  nurzbers  of kxal  agencies with an interest in mental health MCPs

are not resyonsibie for iinking  he&A play errollees  to these agencies. Kowever, these

referrals should be doc,umented  in the MCP  enroilee’s  medical record.
t

MCPs  must develop procedures to govera  the  exchange of patient medical record

information between MCP and MHP  providers. These procedures will be necessary to assure

appropriate coordination of patient care and the timeIy  provision of medically necessary

services to MCP enrollees who require specialty mental health setices. MCPs  should consult

with  ‘&e  iocal MHP  when develop,ng  these procedures, taking  into consideration state and

federal requirements governing benefici-ary  confidentiality and thz  release of medical records

information. Procedures directing the exchange of patient medical information between MCP

and hJEP  pi-oviders will be subject to county legal counsel’s interpretation of these stite and

federal requirements. MCPs  should refer to Titie  42, CFR,  Section 43 I.300 et seq., Welfare

and Institutions (W&I) Code Section 5328  et seq., W&I Code Section 14100.2, and Civil

Code Section 56.10 et seq., and the reguiations adopted thereunder, when developing

procedures to govern the exchange of patient n?edical  record information.
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If you need more iriformation  or have additiod  questims,  piezise  contact

Mr. Ah Stabk  Chief  of the Policy Section, at (916) 653-;277.

&m-Louise  Kui;ns, Chief

Me&-Cal  Managed Cz.re  Eivision

Enclosures
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fUST IlAVE ALL, A, B, AND 61: B.XMPAIRMENT  CRITERIA

A.INCLUL)ED DIAGNOSES -COVERED svMHP Must have  one of the  Wowing hs a result 0T  the  wenti
disorder identified  in A. Must have onr,  I,  2, or  3.

Musl  have one of the  following DSM IV diagnoses, which will be the focus of intervention. 1. A significanl  impa@ncnt  in an important area of lilt

functioning, or
BPervasivc  Development Disorders, except Autistic Disorder
eA~tcntion  Deficit and Disruptive Behavior Disorders
al~axling  & linting  IXsordcrs  of lnfwlcy  or liorly  Childhood

6rEiiminalion  Disorders
caOthcr  Disorders of Infancy, Childhood, or I’ Jolcscence

eSchizophrenia  & Other Psychotic Disorders

nMood  Disorders
@Anxiety  Disorders

aSomatoform  Disorders
&acritious  Disorder;
aDissociative Disorders

aParaphilia-5
laGender ldrlllily  Disorders
nEating  Disorders
mlmpulse-Control  Disorders Note  Elsewhere Ckassifkd

PAdjustrrient  Disorders
aPersonality  Disorders, Excluding Anlisocial  Personality Disorder
nMcdication-Induced  Movemenl  Disorders

2. A probabilhy  of signiticant  deterioration in an importanl  area of l i ft  functioning
or

3. Children also  qualify if there is a probability the child will not progress

devclopmen~ally  as individually appropriate. Children covered under EPsD[
qualify if Lhey  have a mental disorder which can be corrected or ameliorated.

c. hwEWVENTION &LA'rED CWFER~A
Must have all, I, 2, und  3

I The focus of proposed intervenlion  is to  address  thr  condilion  idcntificd  in

impairment criterion B,  oral

2. It is expected lhc bcnefick$  will benefit from  the  proposed inten,ention  by

signifrcktly  diminishing the  impzirment,  or prrvcnting  significaot  deterioration in
an importanl  area of l i fe functioning, and/or for children it is probable  tbc  child
will progress developmentally as individually appropriay  (or if covcrcd by f.f’SD.]

can be corrected  or arncliora~ed), untl

Ph1cnk.I  Retardation 6ubstanc.e~Related  Disorders

caLearning  Disorders PaSexual  Dysfunctions

&lotor  Skills Disorder aSleep Disorders

rnCornmunication  Disorder aAntisocial  Ycrsonality  Disordck

EAuWic  Disorder r&her  Conditions except Medicalion-

BTic Disorders Induced Movement Disorders

raDelirium,  DcmenGa,  and Amneslic
and Other  Cognitive Disorders

*MentaJ  Disorders Due to a Gcncral Medical  Condition

Trlotc:  EPSD’T beneficiaries  with ru1  included diagntisis  and a substance  related

disorder  may receive  specialty rnenk!  hcallh  services dirrckd  to  he  subsl2lncc  use
componenl,  consistent  with MHP treatment goals.

l A beneficiary may  receive services for  an included diagnosis when an  txciuded

diagnosis is also present.

_------v4--- _,_-  - ____I___  --.-- -
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Benztropine  Mesylate
Biperiden HCL
Biperidea  Lactate
Procyclidine  HCL
Trihexphenidyl  HCL
AmantadEne  HCL
Litbiui3  Carbonate
Lithium Citrate
Chlorprothixene
Clozapine
Hr&&do~
Halopetido’:  Ik~OiW2tc3

Haloperidoi Lactaaie
Loxapine HCL
Loxapine Sac&ate
iwhldone HCL
Olan+X
Pimozide
Risperidone
Thiothixene
Thiothixene  HCL
Chlorpromazine KCL
Fluphanazine Decanoatz
Fluphanazine Enanthate
Fluphanazine  HCL
Mesoridazine  Besylate
Perphenazine
Promazine  HCL
Thioridazine  HCL
Trifluoperazine HCL
Triflupromtine HCL
Isocarboxazid
Phenelzine Sulfate
Tranylcyaromine  Sulfa:e
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90835 - a0899 X9500  - X9SjO
98100 zomo
99201-99285 aO2G2 - 202 IO i
99301 - 99376
9?45o- 99456 z.5814  - 23816
99499

27400,24502

Table I. KCPCS  Cdes.

ICD-9-O-4  di!agrmsk coda covcxd by M-B  are:

295.00  - 298.9 1 299.1 - 300.W \ 301.0 - 301.6 301.8 - 301.9 f 332.1  - 302.6 1 3W.8  - 302.9
I 307.1 307.3 307.5 - 307.89 308.0 - 309.9 1 311-  313x2  \ 313.19 314.9-

1 332.1 -333.99 757.6 1
Tabk 1.  Sptxi&y  ?&at&  Kaxltb  Diqpc~ - AL 1 - PI  . vzs  of sc-hvices  E.aqt  tkipbi kxptit

i 290.  I2  - 290.21 1 29o.42 - 290.43 291.3 1 291.5-291.89 ( 292.1 - 292.12 S92.M I
i 295.00 299.00- \ 299.10 - 300.15 3001-  3OQ.89  1 301.0 301.5- ,  301.99 301.9- 307.1

307 20 - 307.3 1 307.5 - 307.89 308.0 - 309.9 1 311 - 312.23 \ 3J.233 - 312.35 312.4 - 313.23

i=-- 1 313.8 - 313.82 \ 313.89 -314.9  1 787.6 I
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